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Case ReportsA child with purulent pericarditis and Streptococcus intermedius in
the presence of a pericardial teratoma: An unusual presentation
Laura Presnell, ACNP,a KatsuhideMaeda, MD,a Michael Griffin, MD,b and David Axelrod, MD,a Palo Alto
and San Mateo, CalifFIGURE 1. Subxyphoid short-axis image showing a large loculated
pericardial effusion.A 23-month-old girl with no previous cardiac or medical
history presented with 10 days of fever and malaise despite
initiation of antibiotics on day 4 of fever. After a chest
radiograph showed an enlarged cardiac silhouette, an echo-
cardiogram was obtained that showed a large, circumferen-
tial, organized, cystic-appearing pericardial effusion. There
was exaggerated respirophasic variation across the mitral
inflow and aortic outflow (>35%) consistent with echocar-
diographic evidence of pericardial tamponade.
Because of concern for the possibility of impending car-
diac tamponade, the patient was admitted to the pediatric
cardiovascular intensive care unit. There were no clinical
signs of cardiac tamponade on admission. Laboratory eval-
uation revealed a white blood cell count of 22,500/mL and a
C-reactive protein level of 15.1 mg/dL. The effusion was
not amenable to percutaneous drainage because of its loca-
tion and loculated appearance; therefore, she was taken to
the operating room for surgical drainage of the effusion.
The surgeon performed a full sternotomy and noted a
thickened pericardium. On initial opening of the pericar-
dium, turbid fluid was expressed. The entire pericardial
space was then visualized and purulent discharge was
exposed and evacuated. There were multiple pockets of
pus around the heart, including a large area adjacent to the
aorta and on the pulmonary artery that appeared to be an
organized mass. Because of concern for the potential future
development of constrictive pericarditis, the scar tissue
around the heart was resected and an anterior pericardiec-
tomy was performed. Pathologic evaluation of the mass
demonstrated a pericardial teratoma with mature well-
differentiated cells and clear tumor margins. Intraoperative
cultures grew Streptococcus intermedius, whichwas suscep-
tible to ceftriaxone. All blood and urine cultures remained
negative. The patient’s postoperative course was uncompli-
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The Journal of Thoracic and Cainfectious markers normalized. Shewas discharged on post-
operative day 8 with a peripherally inserted catheter and a
3-week course of intravenous ceftriaxone. Outpatient
follow-up with the pediatric oncologist revealed that the
tumor markers a-fetoprotein and human chorionic gonado-
tropin were normal after resection. A computed tomography
scan of her chest 1 week after hospital discharge showed no
intrapericardial mass or fluid and no evidence of metastasis.DISCUSSION
Pericardial teratomas are rare mediastinal tumors.1 Most
present in infancy or childhood with symptoms ofFIGURE 2. After removal of the anterior pericardium, the entire heart and
great vessels are covered in purulent deposits.
rdiovascular Surgery c Volume 147, Number 3 e23
Case Reportsrespiratory distress or cardiac tamponade.1,2 Purulent
pericarditis is an infection within the pericardial space.3
With the development of broad-spectrum antibiotics, the
incidence of purulent pericarditis has decreased dramati-
cally and has become rare in healthy infants and children.4
Of the small number of documented cases of purulent
pericarditis in children in the literature, the most common
organisms found are Staphylococcus aureus, Streptococcus
pneumoniae, and Haemophilus influenzae.3 Streptococcus
intermedius is not a common cause of pericarditis.3,4
The case presented is unique in several ways. First,
purulent pericarditis in an otherwise healthy child is rare.
Streptococcus intermedius is often not present with purulent
pericarditis in adults and has not been previously reported
as a pathogen in children with purulent pericarditis. In
addition, children with a pericardial teratoma most often
present with respiratory distress or clinical symptoms of
cardiac tamponade. In contrast, our patient presented
primarily with concern for an infectious process. This wasFrom the University General Hospital of Alicante, Alicante, Spain.
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e24 The Journal of Thoracic and Cardiovascular Surgnot only an unusual case of purulent pericarditis in an
otherwise healthy child; it was an unusual presentation of
a pericardial teratoma as she had no evidence of clinical
cardiac tamponade or respiratory distress. This is the first
reported case of purulent pericarditis in the presence of a
pericardial teratoma in a child. It is also the first reported
case of purulent pericarditis with Streptococcus intermedius
in a child.References
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A 70-year-old man with a previous nasopharyngeal carci-
noma treated with chemoradiotherapy in 2011, was found to
have 2 nodules in the left upper lobe at follow-up (Figure 1,
A). A fine-needle aspiration biopsy of the bigger lesion led
to a diagnosis of metastatic disease. We suggested an awake
procedure and the patient signed written informed consent.
SURGICAL TECHNIQUE
A thoracic epidural catheter was inserted at the T4-T5
level with a single injection of 15 mL of bupivacaine
0.5% and left in place during the procedure, but removedat the end of the operation. Pressure of carbon dioxide
(PaCO2) and oxygen (PaO2) was measured during the sur-
gery. Midazolam and fentanyl were administered intrave-
nously to keep the patient calm, but under conscious
sedation throughout the procedure. He was placed in right
lateral decubitus position and continued breathing sponta-
neously (Figure 1, B). An emergency protocol had been
developed.
A 5-cm single incision in the fifth intercostal space
(uniportal video-assisted thoracoscopic surgery [VATS])
was performed resulting in a surgical pneumothorax with
excellent lung collapse. Mild hypoxemia occurred with
88% oxygen saturation, but the patient remained asymptom-
atic (Figure 1, C). We liberated some adhesions with the
ultrasonic scalpel (Sonicision, Covidien, Mansfield, Mass)
and palpated both nodules manually in the upper lobe.
Awedge resection was performed with EndoGIA thick loads
(Autosuture, Norwalk, Conn) and the specimenwas removed
with a specimenbag (Figure 1,D).Analysis of frozen sections
of the nodules showed 1 cm of macroscopic free margins.
A 24-Fr chest drain was inserted through the single port and
connected to suction under 10 cm H2O; the patient was
asked to breathe deeply and cough to completely reexpand
the lung.ery c March 2014
